A 47-year old man was admitted to the surgical emergency close to midnight with a painful swelling of his penis. He had been practicing self manipulation of the erect penis to achieve a rapid detumescence from early morning erections regularly for many years. He had forcibly bent the penis at mid shaft level on that particular morning. There had been a cracking sound and he experienced pain with gradual swelling of the penile shaft. Neither voiding difficulties nor haematuria was observed. Wet ice packs had been placed on the shaft to control the swelling and diclofenac sodium tablets were taken to control the pain. After 17 hours he admitted to the hospital as the swelling got worse and pain became severe despite analgesics.
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Physical examination revealed a tender and swollen penis. We could not palpate a defect in the corpora/ shaft of the penis due to swelling and tenderness. A clinical diagnosis of acute penis due to penile fracture was made and consent was taken to explore the penis.
A circum-coronal incision was made after applying a tourniquet at the root of the penis, under general anaesthesia. The penis was degloved to expose the corpora cavernosa. There was a haematoma deep to the Buck's fascia over the proximal part of the right corpus cavernosum near the root of the penis (Figure 1 There was no damage to the left corpus cavernosum.
The corpus spongiosum with the urethra was intact. A circumcision was done and a urethral catheter was kept in situ for five days. Intravenous co-amoxiclav was given to avoid sepsis with oral non-steroidal analgesics for pain control.
The patient was experiencing good erections without pain or angulation when reviewed three weeks after surgery and had been so for the last two years.
Discussion

Acute pain and swelling of the penis is known as acute
The During erection the tunica albuginea thins from 2 mm to 0.25 mm and loses its elasticity which predisposes it to injury if abnormal forces are applied. It has been suggested that previous trauma could predispose to rupture at lower pressures than with a healthy tunica [2] .
The mechanism of injury is usually a direct blunt force and sudden bending of the penis. It may occur during hasty sexual intercourse when the rigid penis slips from the vagina striking the partner's perineum or pubic bone.
In Middle-eastern countries a common cause of penile fracture is self inflicted injury [3] . This is a practice termed taghaandan and occurs when the erect penis is bent to achieve detumescence. This practice has not optimum outcome [7] . However there are recent large studies with long-term follow-up which show that repair up to a week later produce equally good results [8] .
Hence fracture of the penis may be considered a urological emergency anymore. Repair can be undertaken electively during the next seven days.
Intravenous antibiotics and a urethral catheter for 24 to 72 hours are recommended. In the event of a repair of a urethral injury the urethral catheter should be retained for an extended period.
If untreated, patients after penile fracture may develop infection, urine extravasation, abscess formation and long-term complications like penile pain and deformity.
Erectile dysfunction after penile fracture is uncommon.
When rupture of the deep dorsal vein or superficial vein is the cause for an acute penis, ligation of the ruptured vein after evacuation of haematoma would suffice.
